When therapy is started before antibiotic sensitivity of pathogen is known, choose drug on 'best guess' principle after consultation with local bacteriologist A seven-day course of treatment should be used; if compliance is likely to be poor use long-acting drug Re-treat Use high-dose treatment Removal of stones When the cause of the symptomatic relapse cannot be detected, long-term treatment with a low-dose suppressive antibiotic is indicated. Valuable drugs include co-trimoxazole (l tablet); nitrofurantoin (50 mg); cephalexin (250 mg) and hexamine mandelate (I g) daily. It is best to administer the drug at bedtime since this will prevent overnight bacterial multiplication in the stagnant bladder urine.
Symptomatic reinfections are best treated by supplying the patient with a suitable antibacterial agent to be taken at the first evidence ofa recurrence. Before treatment the patient should inoculate a dip-slide and send it to the laboratory. In this way morbidity is minimized and at the same time bacteriological supervision is maintained.
Bacterial infections which are precipitated by sexual intercourse are best dealt with by advising the patient to empty her bladder after intercourse and at the same time to take a single dose of an antibacterial agent, for example I tablet of co-trimoxazole.
The surgeon's approach to frequency and dysuria in the female C A C Charlton MS FRCS Royal United Hospital, Bath BAl 3NG I shan discuss the place of cystoscopy in the female with frequency and dysuria and argue that the ritual of midstream urine test, urogram and cystoscopy is misguided. I believe that fourfifths of these patients do not require a cystoscopy, as the findings will not alter the management.
Practical management
The history-taking and subsequent discussion with the patient are of paramount importance During the initial interview information must be sought for precipitating factors such as vaginal discharge, association of symptoms with coitus, type of contraception used, whether there is a tendency to constipation, and whether the symptoms first developed following a hysterectomy or in pregnancy, when the upper tracts are distensible. It is necessary to enquire whether there are associated systemic symptoms suggesting pyelonephritis, or whether there is haematuria or abdominal pain suggesting calculus disease.
On examination the bladder is occasionally palpable or there is some degree ofcystocele with stagnant residual urine. An atrophic vaginitis in the older woman is common and at any age a vaginal discharge or cervical erosions may be found.
It is most important at this initial consultation to advise the patient with simple measures. She should be encouraged to drink up to six pints of fluid a day, and to practise double or triple micturition. Aspects of vaginal hygiene are discussed, and she is encouraged to keep her bowels acting regularly. Following intercourse she should empty her bladder and take a glass of water. Atrophic vaginitis is helped by a low dose of oestrogens such as Premarin or dienoestrol cream. If urgency and frequency are predominant it is worth trying a parasympathetic antagonist or allied drug, such as Cetiprin or Urispas.
It is essential to know whether the urine is really infected. A specimen must be obtained at the time of the symptoms and this is most simply accomplished by using a dip-slide at home, preferably in the early morning. The patient should be seen at regular intervals and on each occasion the urine is examined and the need for a high fluid intake, hygiene and good bladder emptying is reinforced. Patients are also seen soon after a further infection. All patients are followed until they have been symptomless and abacteriuric for twelve months.
In a six-month period a urologist working in a district general hospital can expect to see about 500 patients of whom about one-fifth are female. In such a period (the first half of 1975)I saw 94 women, of whom 54 presented with frequency and/or dysuria. Less than one-third (16 patients) developed bacteriuria, and they were treated as Professor Asscher (page 831) has outlined. J Urograms were performed in.these 54 patients for documentation and research, and only 6 were abnormal. In 3 there had 'been an infected urine: one with papillary necrosis, one with stone disease, and one with a large residual urine. The other 3 patients with abnormal urograms had sterile urine. Of these, 2 gave histories of colic suggestive of stone disease, and the sixth patient had a stage 4 carcinoma of the bladder which was diagnosed by rectal and vaginal examination.
Need/or cystoscopy Haematuria with or without frequency and dysuria, particularly in the older woman, indicates the need for cystoscopy. The rare symptom of pneumaturia also demands a cystoscopy.
If after adequate treatment of bacteriuria there is a rapid recurrence or relapse of the infection, then cystoscopy is indicated. Similarly, if in the abacteriuric patient the symptoms continue despite the various measures recommended, then cystoscopy should be undertaken to exclude, amongst other diseases, interstitial cystitis, tuberculous cystitis and carcinoma-in-situ.
Adopting this approach, I was left with 10 patients out of 54 whose problems had not resolved and in whom I thought cystoscopy should be done. Most of these had haematuria but some patients with persistent symptoms in the abacteriuric group were helped by a urethral dilatation, the rationale for which is not altogether understood. The findings on cystoscopy were either normal or showed an injected trigone, prominent veins or pseudopolyps, and in no case did the findings influence the management of the patient.
Conclusion
I believe that the ritual ofa midstream urine test, intravenous pyelography and cystoscopy can be modified, for three reasons: (I) From a careful history and simple advice along the lines mentioned above, 50% of patients will have no further symptoms for a year, after which they can be discharged.
(2) With too fixed a regime there is the temptation to avoid thinking very hard about the problem, and thus failing to diagnose one of the less common causes of frequency and dysuria. We must always consider just which investigations are necessary.
(3) The final consideration is an economic one. The concept of playing it safe and doing all the tests all the time is not only bad for our critical faculties, but also bad for the nation's pocket.
I would submit that there is no place for routine cystoscopy nor, to a lesser extent, for routine intravenous pyelography in the management of adult female patients with urinary tract infection.
